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ALTHOUGH multiple medical complications are
associated with the intravenous injection of illicit
drugs,'-' thrombocytopenia has only recently been
reported.4 In only two years we have encountered
four cases of intravenous heroin abuse in which
patients presented with blood loss due to severe
thrombocytopenia. In only one patient was there
evidence of concurrent infection. A representative
case follows.

Reports of Cases
A 19-year-old man (Case 1, Table 1) was

admitted to University Hospital with a ten-day
history of easy bruising, blood loss from mucous
membranes, melena and hematuria. He had inter-
mittently used heroin intravenously and cocaine
for about two years. Results of physical examina-
tion showed a temperature of 38.2°C (100.8°F),
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purpura, petechiae and a palpable spleen tip.
Laboratory data included a normal leukocyte
count and a platelet count of 1,000 per cu mm.
The patient's fever abated in one day without
therapy. Administration of prednisone, 100 mg
per day, was begun and the platelet count re-
turned to normal levels in ten days. A bone mar-
row biopsy showed an increase in megakaryo-
cytes and normal cellularity. Prednisone was
tapered to 60 mg per day over one week, but
thrombocytopenia returned (Figure 1). The pa-
tient said he no longer was abusing drugs. Re-
institution of prednisone therapy at 100 mg per
day resulted in a return of the platelet count to
normal levels in seven days; however, thrombo-
cytopenia recurred during administration of ste-
roids. Splenectomy was done and prednisone again
tapered. The platelet count was 276,000 per cu
mm when the patient was seen in a follow-up
examination 18 months later.
A summary of the clinical characteristics of

the four patients we saw is shown in Table 1. As
in most cases of drug abuse the patients were
young and had used multiple drugs for several
years.1 In case 4 concomitant staphylococcus
sepsis was present, but findings on examination
for disseminated intravascular coagulation were
normal. Although thrombocytopenia may be pres-
ent in patients with acute bacterial endocarditis,
it is an unusual presenting manifestation of this
disorder."

In one patient (Case 3) there was a positive
radioimmunoassay for hepatitis B antigen but all
other liver function tests gave normal findings at
the time of presentation. Five weeks later, throm-
bocytopenia recurred while the patient was on a
regimen of 20 mg of prednisone per day. The
patient denied intravenous abuse of drugs but
admitted to excess intake of alcohol. Findings on
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liver function tests were elevated at the time of
relapse. Prednisone therapy had been started
again, at a dosage of 100 mg per day, and the
platelet count was rising when the patient left the
hospital against medical advice.

In all four of the patients bone marrow studies
had been done on admission and no evidence of
toxic alcohol effects was found.

Table 2 shows the responses to treatment. In
all cases prednisone therapy, 80 to 100 mg given
orally per day, was begun on admission and con-
tinued until the platelet count rose to normal. The
platelet count increased to 100,000 per cu mm
in all patients receiving initial steroid therapy. In
two, relapses occurred when administration of ster-
oids was tapered, but the platelet count increased
rapidly to normal levels with administration of
higher doses of steroids.

Discussion
Adams and co-workers have recently reported

five cases of thrombocytopenia associated with
the use of heroin.4 These cases differ in some
respects from the four we encountered. Three of
their patients were seen in four days and these
authors postulated that there had been a common
exposure to some toxic element, possibly "brown"
heroin. Our four patients were seen during a
period of two years. Although "brown" heroin
has been in common use in San Diego during this
time, we cannot implicate it as a common factor
in our four cases.
The cause of thrombocytopenia in these cases

is unclear. Most intravenous drug abusers are
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Figure 1.-Peripheral blood platelet counts and clinical
course in patient 1 with heroin-associated thrombocyto-
penia.

constantly exposed to multiple illicit drugs, adul-
terants (including quinine),' and bacterial and
viral antigens that might be associated with
thrombocytopenia. The clinical course in at least
two of our patients resembled autoimmune throm-
bocytopenia;6 in both of these patients relapse
occurred during a period of steroid therapy. One
patient may have benefited from splenectomy
and has a normal platelet count after all therapy
has been stopped. Whether the two relapses were
due to a continuing immune response or to re-
sumption of drug abuse is unknown. Other au-
thors8 have noted immunologic disturbances in
heroin abusers, but the relationship of these
observations to the thrombocytopenia observed
by Adams and by us remains conjectural. The
recurrent exposure to illicit drugs, however, can

TABLE 1.-Characteristics of Intravenous Drug Abusers With Thrombocytopenia

Presenting Duration of Bone Marrow
Case Age Complaint Drug Abuse Drugs Splenomegaly Megakaryocytes

1. 19 Epistaxis Two years Heroin Tip palpable Increased
Purpura Cocaine
Melena
Hematuria

2. 27 Gum bleeding
Petechiae

3. 25 Ecchymosis

4 29 Gum bleeding

Purpura

Ten years Heroin
Alcohol

Seven years Heroin
Alcohol
Propoxyphene hydrochloride

(Darvon)
Methaqualone (Quaalude)
Chloral hydrate

Eight years Heroin
Alcohol
Meperidine hydrochloride

(Demerol)
Diazepam (Valium)
Codeine
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TABLE 2.-Response to Therapy in Patients With Thrombocytopenia
Time to Reach a
Platelet Count

>100,000 per cu mm
on Initial

Case Treatment Steroid Therapy Outcome

1. Steroids
Splenectomy

2. Steroids

3. Steroids

4. Steroids

never be ruled out with certainty in cases of drug
abuse.
Enough similarities exist between our patients

and those in the report by Adams to indicate that
the association between heroin abuse and throm-
bocytopenia is a real one. In our cases and those
of Adams there was a sudden onset of mucous
membrane and cutaneous blood loss. Little evi-
dence of concomitant infection was present in
three of our four patients and in those previously
reported. In three of our four cases, and in four
of five of Adams' cases, platelet counts returned
to normal within ten days after steroid therapy
was started. Adams noted relapses in three of five
patients when administration of steroids was tap-
ered, and relapse occurred in two of our four
within five weeks after initial diagnosis, while high
doses of prednisone were still being given. Whether
protracted steroid therapy-as in immune throm-
bocytopenia-or short-term therapy-as in drug-
induced thrombocytopenia-should be used in
these cases is unknown. Thrombocytopenia, how-
ever, should be added to the list of medical com-
plications associated with intravenous heroin
abuse.

Summary
In a period of two years four patients were

seen with severe thrombocytopenia associated

10 days Relapsed when administration of steroids was
tapered; responded to readministration of ste-
roids in seven days; platelet count now normal
18 months after splenectomy; all medications
stopped

10 days Platelet count normal one month after presen-
tation; all medications stopped

6 days Responded initially to steroid therapy but re-
lapse occurred when steroid therapy was dis-
continued; responded to readministration of
steroids within 13 days, lost to follow up

30 days Platelet count normal after 24 months; all
medications stopped

with intervenous heroin abuse. All were young,
all had abused multiple drugs and all presented
with mucocutaneous bleeding. In three of the
patients there was an initial response to steroid
therapy with a rise in platelet count to the normal
range within ten days. In two of these patients,
recurrent thrombocytopenia occurred when ster-
oid therapy was discontinued, indicating a con-
tinuing process. Both denied continued intraven-
ous abuse of drugs. In two the platelet count is
now normal after all medication has been stopped
and in a third the platelet count is normal after
all medication has been stopped and after sple-
nectomy. The cause of this complication is un-
clear, but thrombocytopenia should be added to
the growing list of medical complications asso-
ciated with intravenous abuse of heroin.
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